dementia, living in a retirement home. She was brought to our outpatient clinic for her routine quarterly follow-up, but this time, she was comatose. All attempts to rouse her failed. Her lips were dry and cracking. The person who accompanied her knew nothing about her condition and had been contracted to provide transportation only. The note accompanying her indicated that she had had a "Norwalk-like virus 6 days ago for about 2 days" and that she had become lethargic since then. She had continued to receive the same dosage of lithium. Laboratory tests performed 48 hours prior to her presentation at the outpatient clinic revealed a serum lithium level of 1.85 mmol/L, an elevated white blood cell count of 29.5, absolute neutrophils of 16.8, and absolute band of 8.6. A rapid clinical assessment revealed that the patient was in a state of medical emergency. We referred her to the emergency room (ER) of the local general hospital, where further testing revealed an elevated sodium of 164 mmol/L, blood urea nitrogen of 15.7 mmol/L, and raised liver function tests. She was admitted to the hospital and treated aggressively for dehydration and lithium toxicity. Lithium was discontinued, and intravenous fluids were adminstered, along with supportive care. Her hospitalization lasted for 9 days, and she fully recovered.
Discussion
We describe this case to increase physicians' awareness of a common cause of lithium toxicity; specifically, gastrointestinal disturbance in which fluid intake is limited by illness. Initial concern led to the request to monitor her serum lithium level and complete blood count; it would have been prudent to withhold lithium treatment until the blood levels were obtained and her condition stabilized. The clinical deterioration of this patient, who became dehydrated and comatose, suggested an urgent need to acquire her blood chemistry, which should have led to urgent and appropriate referral. The finding of abnormal blood results should also have alerted the lab to report the results by telephone to her treating physician. We present this case to enhance physicians' awareness of the possible effects of nausea, vomiting, and diarrhea on lithium excretion and to remind physicians to be vigilant when fluid intake is limited by supervening illness. Severe lithium toxicity can result, especially in the elderly and medically compromised patients (3) . In such cases, lithium should be withheld, an urgent lithium level report obtained, rehydration with supportive care initiated, and the patient transferred to the ER if lithium level is elevated.
SARS or Not SARS: Outbreak of Fever in a State Mental Institute in Singapore
Dear Editor:
In mid-March 2003, Singapore reported its first cases of severe acute respiratory syndrome (SARS). By mid-July, the disease had claimed 32 lives, 206 people had been diagnosed with SARS, and 722 suspect cases had been reported. The outbreak in Singapore was characterized by the rapidity of nosocomial transmission, concentration in health care settings, and the large number of health care workers (HCWs) infected in several general hospitals.
Woodbridge Hospital is the only state mental institution in Singapore. It has 1900 beds, more than one-half of which are taken up by long-stay residents. A surveillance system was implemented following the SARS outbreak; it included monitoring the body temperature of all patients and staff 3 times daily, restricting movement of patients and visitors, and keeping track of staff movement to high-risk areas. On 8 May, 3 cases of fever were reported in 1 longstay psychogeriatric ward; by 13 May, 34 patients and 14 HCWs developed fever. After consulting with the Ministry of Health, hospital administrators decided that the prudent course was to assume a SARS outbreak until proven otherwise. A "no-movement" order was imposed; that is, there were no admissions or discharges during this period. Further, the entire hospital staff-more than 1300 individuals-voluntarily quarantined themselves in specific facilities.
After investigations, the final diagnoses showed considerable heterogeneity: viral fever (60.4%), respiratory tract infection (22.9%), urinary tract infection (6.3%), soft tissue infection (2.1%), and fever of undetermined origin (8.3%). For all patients, polymerase chain reaction serology was negative for SARSassociated corona virus (SAR-CoV). Six out of 9 individuals tested positive for influenza B virus antigen on enzyme-linked immunosorbent assay. The quarantine was subsequently lifted, and normal services were restored in the hospital.
The high index of suspicion and lowered threshold for defining fever, coupled with the rigorous monitoring measures, resulted in the identification of a large number of febrile cases that might have been routinely missed. Fever is a cardinal sign of SARS (1); however, in long-stay facilities, a wide range of illnesses can cause the initial SARS-like symptoms of fever, myalgia, and dry cough. In countries affected by SARS, an outbreak of fever in a long-stay facility can create a dilemma concerning the appropriate course of action. To err on the side of caution by assuming SARS entails expending more resources, disrupting normal services, and creating emotional stress for all concerned. Conversely, erroneously assuming that an outbreak is not SARS would have dire consequences.
Surveillance of nosocomial infections is the cornerstone of all infection-control programs; it provides facility-endemic infection rates that help with tracking the time and place of infection trends (2).
Another effective strategy is vaccination against influenza. The vaccine is cheap, has few side effects (3), and is recommended for preventing influenza (4) . In SARS-affected regions, vaccination against influenza would also lessen the "background noise" in the crucial initial stages of deciding on the etiology of an outbreak of fever in long-stay facilities. 
Conversion Disorder in a Patient With Diffuse Axonal Injury
Diffuse axonal injury (DAI) results from traumatic brain injury (TBI) and particularly from head acceleration or rotational force (1) . Magnetic resonance imaging, single photon emission computed tomography, and positron emission tomography are more sensitive for DAI than CT scan, but they are generally not available for diagnosis of acute TBI. Thus, DAI is largely a clinical diagnosis in patients presenting with such an injury. These patients demonstrate cognitive and behavioural symptoms of frontal lobe pathology, such as reduced attention, emotional distance, psychomotor slowing, disinhibition, aggressivity, unrealistic judgment, communication disorder, and impaired executive functioning (1) . We describe a case of conversion disorder in a patient with DAI.
Mr A, aged 29 years, presented with a closed head injury following motor vehicle accident. On scene, the patient had a Glascow Coma Scale score of 3 that rapidly improved to 15. Nonetheless, he continued to have paucity of speech, to respond inappropriately, and to preseverate. He demonstrated spontaneous movement in all limbs but was unable to sit up or walk.
Neurological testing was inconsistent. Mr A showed a protective response on provocative testing, pointing away from an organic cause. However, pain testing failed to elicit a response, and he had a left-facial paralysis. Investigations, including 2 head CT scans, were apparently normal.
The team diagnosed mild DAI on the basis of the frontal lobe pathology demonstrated by the patient's reduced attention and communication deficits. Treatment comprised seizure and anticoagulation prophylaxis with dilantin and heparin, respectively. The patient received physiotherapy and speechlanguage therapy.
However, the extent of the patient's cognitive and motor dysfunction could not be explained by mild DAI alone and suggested psychiatric comorbidity. Information obtained from his brother was remarkable for significant psychosocial stressors. A refugee for 1 year, the patient had left his birth country because of threats to his safety. He was recently divorced, and he was under financial pressure.
The psychiatric functional inquiry was negative for substance or alcohol abuse, suicidal and homicidal ideation, mood and anxiety disorders, psychosis, delirium, and dementia. Mr A had suffered what appeared to be a dissociative episode 10 years earlier. There were no apparent medical, personal psychiatric, or family psychiatric histories. There was no obvious motivation for malingering.
The team ultimately concluded that Mr A met DSM-IV criteria for conversion disorder. He had multiple and significant stressors in his life over the course of 1 year and subsequently presented to us with vague neurologic findings that affected both motor and sensory function. The neurosurgical team could not offer a diagnosis to explain all his symptoms.
At 3-week follow-up, he showed minimal improvement. His behaviour was childlike and largely nonverbal, and he was not walking. The persistence and severity of these symptoms indicates that the underlying DAI pathology is more severe than once thought. This case demonstrates the difficulty encountered in diagnosing conversion disorder in the context of pathology that is not detectable with imaging, such as DAI.
